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Abstract

Objective To identify and prioritize innovative strategies to address the health concerns of vulnerable migrant
populations.

Design Modified Delphi consensus process.
Setting Canada.

Participants Forty-one primary care practitioners, including family physicians and nurse practitioners, who provided
care for migrant populations.

Methods We used a modified Delphi consensus process to identify and
prioritize innovative strategies that could potentially improve the delivery

of primary health care for vulnerable migrants. Forty-one primary care EDITOR'S KEY POINTS
practitioners from various centres across Canada who cared for migrant ® Immigration continues to in-
populations proposed strategies and participated in the consensus process. crease diversity in many Cana-
dian regions. The most vulnerable
Main findings The response rate was 93% for the first round. The 3 most migrants will encounter cultural
highly ranked practice strategies to address delivery challenges for migrants and linguistic barriers that impede
were language interpretation, comprehensive interdisciplinary care, and trust in, navigation of, and access
evidence-based guidelines. Training and mentorship for practitioners, to primary health care.
intersectoral collaboration, and immigrant community engagement ranked
fourth, fifth, and sixth, respectively, as strategies to address delivery ® This study used a Delphi con-
challenges. These strategies aligned with strategies coming out of the United sensus process to determine what
States, Europe, and Australia, with the exception of the proposed evidence- strategies to address the health
based guidelines. needs of migrants were considered
priorities by a group of primary
Conclusion Primary health care practices across Canada now need to care practitioners who provided
evolve to address the challenges inherent in caring for vulnerable migrants. care to this vulnerable population.
The selected strategies provide guidance for practices and health systems
interested in improving health care delivery for migrant populations. ® Participants indicated that in

order to improve migrant health
care, the primary health system
must find ways to implement
interpretation services, support
comprehensive care and continuity
of care, provide evidence-based
guidelines, develop training for
practitioners, and enable new ways
to promote intersectoral care and
community engagement.

This article has been peer reviewed.
Can Fam Physician 2014;60:e32-40
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® 'immigration continue
d'accroitre la diversité dans de
nombreuses régions au Canada.
Les migrants les plus vulnérables
seront confrontés a des obstacles
culturels et linguistiques qui les
empéchent de faire confiance
aux soins de santé primaires, de

naviguer a l'intérieur de ce systéme

de soins et d'y accéder.

® Dans cette étude, on s'est servi
d'un processus consensuel Delphi

pour déterminer quelles étaient les

stratégies visant a répondre aux
besoins des migrants en matiére

de santé étaient jugées prioritaires

par un groupe de professionnels
des soins primaires prodiguant
des soins a cette population
vulnérable.

® |es participants ont indiqué
que pour améliorer les soins de
santé aux migrants, le systeme
des soins primaires doit trouver
des facons d'offrir des services
d'interprétation, de soutenir
des soins complets, globaux et
continus, de fournir des lignes
directrices fondées sur des
données probantes, d'élaborer
de la formation a I'intention
des professionnels et de mettre
en ceuvre de nouveaux moyens
pour promouvoir les soins

intersectoriels et la mobilisation de

la communauté.

Cet article a fait I'objet d'une révision par des pairs.
Can Fam Physician 2014,60:¢32-40

Résume
Objectif Cerner des stratégies novatrices pour aborder les préoccupations
de santé des populations de migrants vulnérables et en établir la priorité.

Type d’étude Processus consensuel selon une méthode Delphi modifiée.
Contexte Canada.

Participants Un groupe de 41 professionnels des soins primaires, y compris
des médecins de famille et des infirmieres praticiennes qui dispensaient des
soins a des populations de migrants.

Méthodes Nous avons utilisé un processus consensuel selon une méthode
Delphi modifiée pour identifier des stratégies novatrices susceptibles
d’améliorer la prestation des soins de santé primaires a des migrants
vulnérables et en établir la priorité. Un groupe de 41 professionnels des soins
primaires de divers centres au Canada ont proposé des stratégies et ont
participé au processus consensuel.

Principales observations Le taux de réponse était de 93 % pour la premiére
ronde. Les trois stratégies de pratique qui ont regu les plus hautes cotes pour
répondre aux problémes des migrants étaient l'interprétation des langues,
des soins interdisciplinaires complets et des lignes directrices fondées sur
des données probantes. La formation et le mentorat pour les professionnels,
la collaboration intersectorielle et la mobilisation de la communauté des
migrants sont arrivés respectivement aux quatrieme, cinquiéme et sixiéme
rangs a titre de stratégies pour répondre aux problémes dans la prestation.
Ces stratégies concordaient avec celles proposées aux Etats-Unis, en Europe
et en Australie, a I'exception de la proposition de lignes directrices fondées
sur des données probantes.

Conclusion Les pratiques de soins de santé primaires au Canada doivent
maintenant évoluer dans le but d’éliminer les difficultés inhérentes a la
prestation de soins aux migrants vulnérables. Les stratégies choisies offrent
des conseils aux pratiques et aux systemes de santé intéressés a améliorer la
prestation des soins de santé aux populations de migrants.
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ore than 500000 international migrants arrive
Min Canada each year.! In recent decades,

migrant source countries have shifted dramati-
cally from Anglo-Saxon European countries to Asian,
African, and Latin American countries.? While migra-
tion is most noticeable in large urban centres, immi-
grants are also settling in rural and suburban regions.>
Vulnerable migrants including refugees and those with
language, cultural, and financial barriers often face per-
sistent challenges with comprehensive and continuous
primary health care.*®* Neighbourhood primary health
care services are often poorly adapted to meeting
migrant needs, resulting in further marginalization of
these already-vulnerable groups.® Recent Canadian gov-
ernment cuts to refugee health coverage have further
increased the pool of vulnerable migrants in Canada.”

A recommendation from the Canadian Immigrant
Health Guidelines® identified the need to improve the
delivery of primary health care services for vulnerable
migrants. Barriers to primary health care include gaps
in migrants’ knowledge about local services®; gaps in
conceptualization of problems, beliefs, and practices
between migrants and practitioners’®; the inability to use
services owing to language barriers; and not wanting to
use existing services because of fear, distrust, negative
experiences, or transportation barriers.!®!! Innovative
practice strategies and system interventions can poten-
tially address or at least help mitigate some of the barri-
ers migrants face in relation to obtaining comprehensive
primary health care.'?!> Recent research in Canada,'*'®
Europe,'¢!7 Australia,'®!® and the United States?°?? has
identified promising strategies for health systems rel-
evant for migrant populations. The aim of this project
was to identify and prioritize strategies that potentially
could strengthen Canadian primary health care and
meet the needs of vulnerable migrant populations.?®

We used a modified Delphi technique?*?® to generate,
prioritize, and achieve consensus on the most critical
practice strategies needed to improve primary health
care for vulnerable migrant populations. Before start-
ing the consensus process, we conducted a scoping
literature review and consulted key informants from
the Canadian Collaboration for Immigrant and Refugee
Health (CCIRH) to identify promising practice strate-
gies. The CCIRH is a national collaboration of more than
150 primary care practitioners, immigrant community
champions, researchers, and program and policy plan-
ners dedicated to improving the health of immigrants
and refugees (www.ccirhken.ca). This initial literature
review and consultation process identified 13 practice
strategies relevant for primary health care.

We developed priority-setting criteria aimed at
addressing inequities in primary health care delivery
using a multi-criteria decision-analysis approach.¢ The
criteria sought to identify effective interventions in pri-
mary care settings and organizations, evidence-based
practices that considered sociocultural factors, and
equitable access and use of primary care services, as
well as practices that might influence future comprehen-
sive health system policies.

We purposively selected 41 primary care practitioners,
including family physicians and nurse practitioners work-
ing with migrants in various centres across Canada, aim-
ing to select practitioners with in-depth experience with
various migrant populations. Participants were primarily
recruited from the CCIRH Health Knowledge Exchange
Network. In the first round of the Delphi ranking, we asked
participants to rank the identified practice strategies from
1 (highest priority) to 13 (lowest priority). To ensure our
list of strategies was comprehensive, we invited partici-
pants to propose additional practice strategies. We chose
a priori a rank average of 5 or less to acclaim the top 3
strategies. In the second round, we included an additional
5 items that were frequently suggested by practitioners
as potentially effective strategies together with previously
ranked items in order to select 3 more strategies. After the
second round, we reviewed our ranked priority strategies
from round 2 with 3 international migration health experts
in an effort to confirm the consistency of our results with
findings from other regions. We also used these consulta-
tions to help craft our definitions and to remain aware of
variations in nomenclature in relation to innovative strate-
gies. For the third round, which prioritized the most highly
ranked strategies thus far, we included detailed definitions
for each item and had participants rank the list of items,
including the top 3 strategies that had already reached
CONSENSUS.

We used an average score for each item to rank the
strategies in each round of the consensus survey. A cut-
off score of 3 was used for acclamation. Each round
consisted of e-mailing participants an explanation of
the process to date, the priority-setting criteria, instruc-
tions for filling out the survey, and a link to the online
survey (www.surveymonkey.com). We used Microsoft
Excel for the analysis of the results. Ethics approval was
obtained from the Ottawa Hospital Ethics Board and the
University of British Columbia’s Behavioural Research
Ethics Board.

Participants represented 8 of the 10 Canadian provinces,
but half of them came from Ontario. Most described
their clinical settings as urban or inner city (Table 1). In
this group, most respondents were women and more
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Table 1. Demographic characteristics of the Delphi

panel: N=41.
VARIABLE N (%)
Age group, y
® 725-39 8 (19.5)
® 40-49 16 (39.0)
® 50-59 13 (31.7)
e Unknown* 4(9.8)
Sex
* Male 13 (31.7)
® Female 23 (56.1)
e Unknown* 5(12.2)
Province or territory
® Alberta 2 (4.9)
® British Columbia 7(17.1)
® Manitoba 4 (9.8)
¢ Newfoundland and Labrador 1(2.4)
® Nova Scotia 1(2.4)
e Ontario 20 (48.8)
® Quebec 2 (4.9)
e Unknown* 4(9.8)
Area of work
e Inner city 15 (36.6)
e Urban area 18 (43.9)
e Suburban area 3(7.3)
e Unknown* 5(12.2)
Type of practice or service®
e Community health centre 16 (39.0)
e Family practice team 12 (29.3)
e Other group practice 7(17.1)
e Private solo practice and other 7 (17.1)
e Unknown* 5(12.2)
Professional role
e Family physician 30 (73.2)
e Nurse practitioner or clinical nurse 7(17.1)
e Unknown* 4 (9.8)
Time practising as health professional, y
° < 0 (0.0)
®1-3 4(9.8)
® 4-5 1(2.4)
® 6-10 7(17.1)
*>10 25 (61.0)
e Unknown* 4(9.8)
Length of time providing care to immigrants
and refugees, y
® 1-3 7 (17.1)
® 4-5 3 (7.3)
*6-10 12 (29.3)
®*>10 15 (36.6)
e Unknown* 4(9.8)
Method of payment
e Fee for service 5(12.2)
e Other (eg, salaried, capitation) 14 (34.1)
e Unknown* 22 (53.7)

*Demographic information was not available for all participants.
*Panel participants could practise in more than 1 setting.

than two-thirds had more than a decade of clinical

experience. All had academic expertise or local leader-

ship roles and all of them demonstrated ongoing clinical
commitment to migrant populations.

During the first round (Table 2), participants were
asked to rank the practice strategies they thought would
lead to the greatest improvements in the health care
of immigrants and refugees and to add any additional
strategies that had not been listed (Box 1). The response
rate for the first round was 93% (Figure 1). The follow-
ing were the 3 most highly ranked items:
¢ language interpretation or communication supports;

e comprehensive health care (interdisciplinary, collabor-
ative, or team-based health care delivery and continu-
ity of care); and

e evidence-based guidelines for clinical practice.

For the second round (Tables 3 and 4),%2?7 we pre-
pared a list including the items rated fourth and fifth in
the first round and the additional strategies suggested
(Box 1). The response rate for the second round was 88%.
The second round identified 3 key priority strategies:

e training and mentorship for health care providers;

e intersectoral collaboration; and

e community engagement and support.

A third round was then conducted (Table 5); the
response rate was 85%. The final ranking of the most
critical strategies was as follows:

e language interpretive services and communication
support;

e comprehensive interdisciplinary health care;

¢ evidence-based guidelines for clinical practice;

e training and mentorship for health care providers;

e intersectoral collaboration; and

e community engagement and support.

This Delphi consensus identified language interpre-
tive services, comprehensive interdisciplinary care, and
evidence-based guidelines as the priority practice strat-
egies needed to improve delivery of primary health care
to vulnerable migrants. Many of these selected strate-
gies were consistent with recommended strategies from
the United States and Australia, most notably language
and communication support and hiring and promoting
minorities in the health care work force. The one main
difference in our recommended strategies, compared
with those of other countries, was the explicit inclusion
of evidence-based guidelines. Europe recommended
improved quality of care fourth on their list, and one
might consider evidence-based guidelines to be under
the umbrella of improved quality of care (Table 6).!61820
In our work there was a clear consensus on the
need for interpretive services for community-based
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Table 2. First-round ranking results of the initial list of innovative practices that was developed based on literature

review: Options were rated from 1 (highest priority) to 13 (lowest priority).

ANSWER OPTIONS RESPONSE AVERAGE
Language interpretative services, just-in-time services to enhance patient-health care provider communication 1.47
Comprehensive health care: interdisciplinary care, collaborative or team-based health care delivery, and continuity 4.69

of care

Evidence-based guidelines for clinical practice 4.80
Intersectoral collaboration: promote and support more collaborative approach between government institutions 6.49

(eg, CIC), immigrant organizations, and settlement and health services (regular meetings, seminars, workshops, etc)
to strengthen coordination and interaction

Lower-cost health care services: access to care, generic and essential drugs 7.23
Clinical information systems for decision support, continuity of care, and appropriate follow-up 7.52
Improve health literacy: implement participatory educational programs (using qualitative methodologies, collective 7.63
engagement, and participatory strategies)

Culturally sensitive health services: trained clinicians and organizations to develop effective leadership skills, 7.68
improve cultural competency, and enhance system responsiveness

Implement collaborative, community-oriented mental health services with participatory components that involve 8.06

family members in treatment options or involve community organizations and community resources (eg, housing
places, social support grounds, ESL programs and courses)

Patient education: provide self-management support to patients and families to learn and acquire skills to 8.17
manage their conditions

Simplification of treatment approaches for high-priority diseases (eg, diabetes, disabilities) 8.73
Networking and collaboration: engagement of civil society and community actors such as health brokers (eg, 9.38
Multicultural Health Broker Cooperative), health workers, and other social networks

Outreach services or mobile services: organize services to reach marginalized groups with promotion, prevention, 9.53

and health services

CIC—Citizenship and Immigration Canada, ESL—English as a second language.

Box 1. First-round suggestions from participants for other strategies

Participants suggested the following additional strategies in the first round:

* Comprehensive best-practice checklists and algorithms to facilitate initial contact with unfamiliar primary care

® Reqular learning and knowledge transfer

® Group models (peer support or educator models, group medical appointments)

e Make sure learners (nursing, medicine, social work, etc) have educational experiences related to this field in their clinical
experiences, then they are more likely to be involved when in practice

o Satellite office in the greater Toronto area with expertise and mentoring from local experts

® Peer support or mentors

¢ Clearly established migrant health care-specific systems-navigation programs and services for providers and consumers

® Mutual support groups for survivors of torture

® Links with leaders of migrant communities are essential

® Group visits for topics requiring lots of education (eg, diabetes, cardiac health, women's health)

® Rapid-access telephone consultation service for GP to a provincial or national immigrant and refugee specialist

® More support from telehealth and telemedicine

¢ Referral facilitators for second step “prise en charge” by clinicians in sector

e Continually updated “menu” of services in communities, regions, provinces, and nationally (Web based and easily accessible)

® Primary care psychotherapy

e Culturally sensitive brochures or information provided by provincial agencies such as public health

* Free language services in fee-for-service physicians' offices

® Better integration of various evidence-based guidelines

 Consultation services for cases with important cultural or language barriers

® Timely access for care providers to a clinical “help desk” with expert support

® Develop peer support within migrant communities

¢ System for medical office assistants to effectively communicate with patients whose first language is not English over the
telephone for booking, results, etc

® Immigrant health education integrated in medical and nursing school curriculum

® Engage migrant communities to have facilitators to help migrants navigate the system
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Figure 1. Participant response rate
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Table 3. Top ranked items from second-round ranking,
including additional list of innovative practices:
Options were rated from 1 (highest priority) to 15

(lowest priority).

ANSWER OPTIONS RESPONSE AVERAGE
Training and mentorship for health care 2.1
providers

Intersectoral collaboration 2.19
Community engagement and support 2.83
Lower-cost health care services 3.89
Telemedicine support (eg, eHealth) 3.92

primary health care. Language barriers can negatively
affect access to primary health services and can lead
to serious health consequences.?628 In Europe, the top
recommendation was improving access to care, the
United States recommended hiring and promoting
minorities in the health care work force, and Australia,
which has a national telephone interpretation program,
recommended migration entitlements (Table 6).!6182°
Two basic approaches have been suggested to address
barriers caused by the lack of a shared language
between patient and practitioner. The first is to match
patients with practitioners who share the same lan-
guage. The second is to provide some form of inter-
pretation.? Different models of interpretation services
include untrained (family) interpreters, professional

interpreter services (community or hospital based), and
third-party telephone interpreter services.* The cost of
interpretive services varies considerably from in-person
interpretation to telephone interpretation.>® Some of
the Canadian experts noted their hospitals had recently
received funded access to interpretation services, and
the decisive ranking suggested that it was a priority to
scale up access to such services across Canada.

The National Health Law Program, with funding from
The Commonwealth Fund,?* undertook an assessment
of programs that aimed to improve access to interpreter
services in primary health care settings. It examined
several different methods of providing oral interpreta-
tion, including using bilingual providers and staff, hiring
staff interpreters, contracting with qualified interpreters,
and creating interpreter pools. The results suggest the
need for a range of approaches (programs and training
elements) tailored to the needs of specific communities
and patient populations, and they show that such
approaches have been successful.*!

Our second highest ranked practice strategy was
comprehensive interdisciplinary care with continuity of
care. Europe put forward the idea of empowerment sec-
ond, and the United States suggested involving repre-
sentatives from the communities in planning and quality
improvement efforts (Table 6).'%'82° Comprehensive
interdisciplinary care appears in many definitions of
primary care and generalist care.?? It is clearly linked:
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a practitioner is more likely to provide continuous
care if the care provided is comprehensive enough to
encompass the many different conditions that a
patient might develop in his or her lifetime, such
as the expanded scope of practice evident in rural
Canadian primary care. In Ontario, models of care
such as fee-for-service care have been associated
with less continuity and more emergency depart-
ment use.*® Indeed, the degree of comprehensive-
ness in primary health care (ie, the extent to which
a broader range of services is provided within pri-
mary health care rather than through referrals to
specialists) is one of the defining features of countries
with high-performing primary care systems.>

The third highest ranked strategy was clinical practice
guidelines. Evidence-based clinical practice guidelines
aim to improve the quality and appropriateness of

Table 4. Definition and description of practice strategy

care, treatment outcomes, and the efficiency of care.*
Improving quality of care was also recommended in
Europe (Table 6).!%!%20 Historically, evidence-based
guidelines have not existed to support the primary
health care of migrant populations. In 2011, a com-
prehensive set of evidence-based clinical guidelines
was published in Canada.® Currently these guidelines
are available online (www.ccirhken.ca) along with
decision-support and training strategies using e-learn-
ing tools and region-specific electronic checklists. High-
quality guidelines for vulnerable populations, combined
with practitioner mentorship and training, can poten-
tially help practitioners refine their clinical approach and
avoid the harms and opportunity costs that are associ-
ated with overdiagnosis.

Other prioritized strategies included intersec-
toral collaboration, and community engagement and

PRACTICE STRATEGY DEFINITION AND DESCRIPTION

Language interpretative
services, just-in-time
communication

Services provided to address language barriers in accessing health care services by implementing
mechanisms to facilitate or enhance communication between clients and health care providers. The most
common approach to respond to this need is the use of interpreter services. In order to ensure just-in-time

interpretation, those services should be provided promptly, essentially right through oral interpretation, by
using bilingual providers and staff, hiring staff interpreters, contracting with qualified interpreters, and

creating interpreter pools?

Comprehensive health
care

® High-quality and continuity of care

Comprises an integral approach to providing health care considering several key aspects:
e Prevention (primary and secondary) activities or interventions

® Interprofessional collaboration and coordinated teamwork

¢ Adequacy of health care resources (personnel, facilities, equipment, support services, etc)

® Arranging referrals to secondary, tertiary, or supportive services
® |dentification and management of psychosocial problems

Evidence-based
guidelines for clinical
practice

Introduction in clinical practice of a compilation of standardized recommendations for clinicians aimed at
providing effective care to patients with specific conditions. These recommendations are based on the best
available scientific and academic evidence and practical experience

Training and mentorship
for health care providers

This refers to a well-designed results-oriented strategy. As stated by the CFPC, "While graduation from an
accredited Canadian family medicine residency program provides the knowledge and skills necessary to
enter the profession, this is by no means the final step of the educational process for family physicians in
Canada."?” As health professionals, family physicians and other primary care practitioners need to remain
up to date on advances and trends in medicine and health care delivery. This is achieved through
participation in various academic activities that constitute continuing professional development. The CFPC
encourages and supports family physicians in meeting their CPD goals through various programs and
services, including Mainpro credit reporting, Self Learning, Linking Learning to Practice, Pearls, and other
educational strategies?’

Intersectoral
collaboration

A strategy consisting of coordinated actions between the health sector and health services, as well as
other stakeholders and sectors of society (education, industry, sanitation, environment, etc), working
together to achieve specific health goals for the population

Community engagement
and support

Community participation is an educational and empowering process in which the people, in partnership
with those who are able to assist them, identify the problems and the needs and increasingly assume
responsibilities themselves to plan, manage, control, and assess the collective actions that are proved
necessary to address these problems and needs. This strategy should be built on a genuine community-
health sector partnership looking to develop effective health services for the communities

CFPC—College of Family Physicians of Canada, CPD—continuing professional development.
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support. These 2 strategies have been widely recognized
as essential to addressing the social determinants of
health.’”3® Abundant research has pointed out the prom-
inence of social determinants in immigrants’ health
transitions, emphasizing the role of living conditions
and individual behavioural factors that affect peoples’
lives, while minimizing the value of appropriate health
care. These priorities reflect an important and integral
perspective of the panel on the notion of how to act in
improving the health of vulnerable immigrants.

Few primary care practices have implemented any
of these strategies; consequently, the prioritized list

Table 5. Third-round, final ranking: Options were rated
from 1 (highest priority) to 6 (lowest priority).

ANSWER OPTIONS RESPONSE AVERAGE
Language interpretative services, just-in- 1.43

time communication

Comprehensive health care 3.35
Evidence-based guidelines for clinical 3.57
practice

Training and mentorship for health care 3.59
providers

Intersectoral collaboration 3.95
Community engagement and support 511

represents a recommendation to improve the health
system across Canada through implementation of these
strategies into primary care practices.

Limitations

Using practitioners to select strategies ensured both
that the needs of opinion leaders were heard and that
the strategies they viewed as most needed were pri-
oritized. But in working with perceived needs of prac-
titioners, we risked a reporting bias: overemphasizing
strategies that were needed for specific refugee popula-
tions, or strategies that were needed for specific regional
health systems. To mitigate this bias we used a panel of
international migrant health leaders. The inclusion of
migrant health experts who might have been involved
in or at least aware of the evidence-based guidelines for
immigrants and refugees® might have biased the results
toward selecting guidelines as a practice strategy in
Canada. Comparisons of recommended practice strate-
gies across countries might be limited because of differ-
ences in local contexts, differences in the perspectives of
the authors or respondents, or differences in the breadth,
definition, and scope of the interventions described. The
implementation of effective practice interventions and
strategies continues to require greater conceptual clar-
ity and consistency of language. We hope our work

Table 6. Comparison of supportive health care strategies for migrants

CANADIAN DELPHI STUDY

EUROPE'**

AUSTRALIA™

UNITED STATES®™

Language interpretative
services

Comprehensive health care

Evidence-based clinical
practice guidelines

Training and mentorship
for health care providers

Intersectoral collaboration

Community engagement
and support

Access to health care

Empowerment of immigrants

Culturally sensitive health
services

General quality of
health care

Patient-health care provider
communication

Respect toward immigrants

Networking in and outside
health services

Migration system and
entitlements

Addressing specific health
problems of refugees

Health professional training

Free multilingual materials
available

Help with issues related to
asylum seekers

Ethnic-specific services
available

Information available to assist

with health service planning

Hiring and promoting minorities in the
health care work force

Involving representatives from the
community in planning and quality
improvement efforts

Providing on-site interpreters in
settings with large numbers of
patients with limited proficiency in
English

Ensuring that health information is at
an appropriate literacy level and
targeted to the language and culture
of patients

Collecting racial, ethnic, and language
preference data for patients in order
to monitor disparities in care

Integrating cross-cultural training into
professional development and training
activities for health care providers

Incorporating cultural and language-
appropriate survey methods into
quality improvement efforts

*The EUGATE project was funded by the General Directorate of Health and Consumer Protection of the European Union.'®
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contributes to the international consensus building
around strategies for migrant health and builds on the
evidence-based efforts of groups such as the Cochrane
Effective Practice and Organization Care Group.

Conclusion

Canadian primary health care needs to evolve to address
the challenges of vulnerable migrant populations. Our
selected strategies provide guidance for practices and
policy makers interested in improving care delivery for
migrant populations. As migrants continue to originate
from around the globe, and as migrants begin to move
to smaller cities and towns, the primary health system
must find ways to implement interpretation services,
support comprehensive care and continuity of care, pro-
vide evidence-based guidelines, develop training for
practitioners, and enable new ways to promote intersec-
toral care and community engagement.
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